The first part of the Hippocratic corpus consists of his clinical observations. Although out of date, they still command our admiration for his stress on the importance of diagnosis.
The second part, the precepts, which concentrate upon characteristics of the doctor, seem quaint to us today, not to say amusing: the student of medicine should be gentle by birth, excellent bh nature of moderate stature and symmetrical limbs, of good understanding and pleasant conversation chaste and courageous, no lover of mone His hair should be cut neatlIy and symmetrically, and he should neither shave it nor suffer it to grow too luxuriantly. He should neither cut his finger nails too closely nor suffer them to overgrow the tips of the fingers When summoned to a patient he should sit down cross-legged, and question him about his condition with becoming gravity and deliberation, not in a distracted and agitated manner.
The Hippocratic Oath, the third section of the collection, is the only part that still retains currency: and now the Council of the British Medical Association (BMA) proposes something different1.
The Oath was first formulated centuries after the death of Hippocrates by the so-called Asclepiads, to which sect Hippocrates himself had belonged (he may indeed have been a descendant of Aesculapius). We can be sure that changes took place during this long period of oral transmission. Indeed, early texts exist in both pagan and Christian versions. The former forbids only the use of pessaries to procure abortion while the latter proscribes 'treatment from above or from below'2. The Oath differs from the precepts in using the first person. Whoever may have administered it, the doctor subscribed to it himself.
Transgression carried no legal sanction. Today, when sanctions have everywhere become necessary, they are in the UK vested in the General Medical Council (GMC) which, interestingly, has recently reworded its disciplinary code so as to emphasize what doctors should do, rather than what they should not. This harking back to the Hippocratic tradition serves as a tribute to the Oath's enduring qualities.
The reason it has lasted is that it deals almost exclusively with the doctor-patient relationship. The two extraneous bits concern a duty to pass on one's learning to others, provided they are training to follow in the profession, and respect for one's teachers, 'reckoning them dear to me as my parents'. The conduct advocated in the Oath readily commends itself to doctors today, most students having absorbed its principles during their clinical studies without formal instruction.
Loudon3 contended that there is a widespread public belief that the Oath is still administered to all doctors on graduation. He suspected that it had never been the case; yet Pennington and Pennington4 stated that medical graduates in Aberdeen subscribed to a modified Hippocratic Oath and Crawshaw5 declared that 95% of US medical schools use some form of oath. Loudon6 later asked rhetorically whether graduates of non-oath-taking medical schools in the UK displayed a lower standard of ethical behaviour.
Dealing only with aspects of doctors' behaviour in respect of their patients, the Hippocratic Oath does not attempt complete coverage of medical ethics. Attempts to widen the field have ended in failure (Robin and McCauley's7, for instance). What are we to make of the BMA's offeringl? This 'draft revision' commits the same basic error of dragging us away from matters concerning individual doctors treating individual patients. It puts forward a social, a community viewpoint. The doctor who subscribes to this revision is asked to consider 'vulnerable groups'. He or she is bidden 'not to be influenced by political pressures' (although it is difficult to see how that is possible) and to 'use my training and professional standing to improve the community in which I work'. From there it is a short step to the jargon of health care 'the prolongation of human life is not the only aim of health care' and to supporting 'a fair and humane distribution of health resources'. We are squarely in the domain of social medicine, having left that of personal medicine wherein alone the Hippocratic Oath should hold sway. Worse, with very little supporting argument, the revision puts forward contentious issues. We should certainly not be urged 'to influence positively authorities whose policies harm public health'. Nor should doctors be urged 'to change laws which are contrary to patients' [note the plural] interests or my professional ethics'. Some doctors will have difficulty about being charged with ensuring that 'poor standards or bad practice are exposed to those who can improve them'. We are reluctant talebearers. Some may worry about the limitation contained in urging doctors only to 'do my best' to maintain confidentiality about all patients. We should stand more absolute than that. But that again stems from the publicpolicy aspect of this new proposed oath. The motives underlying some of these proposals may seem unexceptionable to some; yet it is surely contemplated by the BMA that the revision should be subscribed to by all. Can social medicine currently be driving BMA policy? Let us trust not.
Although there is much in the BMA's proposals that conforms to the traditional Oath, alas much is extra. The drafters have failed to understand what Nittis8 made plain: the 'intention [of the Oath] . . . was not to regulate the conduct of the members of the profession in all its particulars but rather a general attempt at the expression of an ideal'. The Hippocratic Oath is a piece of medical history which still contains much pertinent wisdom. Clearly, a modern medical oath would have to take note of today's much greater medical awareness among patients and their much greater right to be told about their illnesses and to be consulted about their treatment. The need for informed consent would be included. The BMA's draft acknowledges these things; but all lie within the spirit of the Hippocratic original. I venture that medical students and doctors, young doctors at any rate, are already well aware of them. Up-todate practice in these respects does not require that we should rewrite history. Harley Street; and judging by the smart cars parked outside, many of them are doing very nicely. What if the car needs a service or repair? Whether it is a BMW, a Bentley or a Porsche, it will be attended to in a workshop where the mechanics know what they are doing. And if these doctors or their spouses, parents or children fall ill, you can be sure they will adopt the same policy-consult an expert. Unfortunately, we are not all hooked into the Harley Street grapevine.
That is where the Good Doctor Guide] comes in. Now in its third edition, under the new editorship of Catherine Vassallo, it is prefaced by a health warning: ' This book has been researched and compiled in unusually difficult circumstances imposed by medical regulations concerning publicity.
In particular, these regulations have prevented the doctors named in this book from being able to check their own entries.' When I look back at the introductions to the first two editions of the Good Doctor Guide, published in 1989 and 1993, the words 'sabotage', 'blackmail', and 'skullduggery' spring to mind. Not only were the editor and publishers threatened with dire consequences if the first edition went ahead, once word got out that it was due for publication; in addition the unnamed specialists who had contributed as referees were threatened with professional ostracism if their identities were ever revealed. The heinous crime they had committed was to answer two straightforward questions:
To which of your colleagues would you refer a close relative and for what?
To which of your colleagues would you turn for a second opinion, when you wanted to discuss the diagnosis of one of your own patients?
The result, in this third edition, is a listing of 1000 doctors in England, Scotland and Wales who are judged by their peers to be amongst the best in thirty-seven areas of medical expertise.
This time round, the chosen specialists may breathe a collective sigh of relief that they are unlikely to receive an unpleasant message from the General Medical Council (GMC). This is because the GMC made a landmark decision at the end of last year that, in future, consultants should be allowed to advertise their services. The announcement was greeted by howls of protest from the British Medical Association (BMA) and the Royal College of Surgeons. The BMA's line has long been that the best judge ofwho patients should see is the general practitioner (GP). What's wrong with that, you may ask? The role of GP as gate-keeper is widely acknowledged as one of the best things about the National Health Service (NHS). The
